INTRODUCTION
============

Social anxiety disorder (SAD) is a marked fear or anxiety of social situations in which the person is exposed to possible scrutiny by others.[@B1] Lifetime prevalence estimates usually range between 3 and 9% in adolescence.[@B2] Psychiatric SAD tends to be a chronic, stable condition that severely disrupts long-term functioning, and cause substantially increased risks of depression, suicide attempts, substance abuse, severe social restrictions, early school leaving, lower educational attainment, and victimization.[@B3] In adolescents, previous data reveal small effect size of gender differences in the nature of socially-provoking situations (i.e., boys and girls share the same social fears), although girls report a higher frequency of situations of social anxiety.[@B4][@B5] SAD usually comorbid highly with other mental health disorders and indeed, is the rule rather than the exception in adolescence.[@B3] However, to date, only one study has examined the comorbidity of SAD specifically in adolescents with SAD.[@B6] With a small sample size of adolescents with a clinical diagnosis of SAD (n=17), authors found SAD co-occurred highly with mood, substance abuse and other anxiety disorders. However, when the sample size is reduced, even a limited number of detected cases in a particular disorder may inflate caseness, which precludes from any final conclusion. Therefore, there is a strong need of research to examine comorbidity in youth with larger sample sizes. This study is aimed to cover this gap.

METHODS
=======

The clinical sample was composed of 424 Spanish-speaking adolescents with SAD as the primary disorder according to The Anxiety Disorders Interview Schedule for DSM-IV: Child and Parent Version (ADIS-IV-C/P,[@B7] the most widely used interview to assess anxiety disorders in youth, with excellent psychometric properties.[@B8] Among them, 409 were diagnosed with a clinical diagnosis of generalized social anxiety disorder. Based on DSM-5, adolescents would have met criteria for SAD. Participants were 160 (39.1%) boys and 249 (60.9%) were girls who aged from 12 to 17 years (M=15.45, SD=1.30).

The study was approved by the School District and the University Research Ethics Committee in compliance with the Code of Ethics of the World Medical Association (Declaration of Helsinki) and the Charter of Fundamental Rights of the European Union. Adolescents were recruited from public and private schools, which were selected using a clustered, random sampling method from the school lists of the Department of Education so that all school districts were represented. The use of this method meant that the socioeconomic status and ethnic composition of the overall sample was representative of the community. Interviews were conducted by clinical psychology graduate students who were trained in a 12-hour workshop and supervised by a licensed clinical psychologist with more than 15 years of experience with the interview (first author). A Kappa value of 0.92 was found in the social anxiety section.

RESULTS
=======

One third (n=135) of SAD sample (n=409) exhibited any comorbid disorder. Out of sample with comorbidity, 92 (22.5%) had one comorbid disorder, 27 (6.6%) exhibited two comorbid disorders, 10 (2.4%) presented with three comorbid disorders, and 6 (1.5%) had four or more comorbid disorders. When adolescents were grouped based on the number of comorbid disorders within each cluster, the comorbidity rates (out of 92 participants) revealed a different pattern. Comorbidity rates for those with only one comorbid disorder were as follows: specific phobia (SP; 48.9%), generalized anxiety disorder (GAD; 26.1%), AD/HD (7.6%; 1.1% inattentive subtype, 2.2% hyperactive-impulsive and 4.3% combined subtype), dysthimic disorder (DD; 5.4%), agoraphobia without history of panic disorder (3.3%), separation anxiety disorder (2.2%), posttraumatic stress disorder (PTSD; 2.2%), panic disorder (PD) with or without agoraphobia (1.1%), and major depression (1.1%). Data for two grouped comorbid disorders (n=27) were as follows: SP+GAD (48.2% out of 27), SP+DD (7.4%), SP+AD/HD (7.4%), SP+OCD (7.4%), SP+Agoraphobia without history of Panic Disorder (7.4%), GAD+DD (7.4%), GAD+AD/HD (7.4%), SP+Major Depression (3.7%), and GAD+Major Depression (3.7%). Three comorbid disorders (out of 10) were grouped as: SP+GAD+PTSD (20%), and 10% for each one of the 8 remaining combinations: SP+GAD+DD, SP+GAD+major depression, SP+GAD+PD with or without agoraphobia, SP+GAD+AD/HD (inattention subtype), SP+ AD/HD (combined subtype)+DD, SP+OCD+Major Depression, GAD+PTSD+DD, and GAD+PD with or without agoraphobia+major depression. Finally, one third of participants with four or more comorbid disorders exhibiting the following comorbidity association: specific phobia+GAD+PTSD+ major depression. The remaining combinations only retained one subject per cluster. [Figure 1](#F1){ref-type="fig"} displays the percentage of two or more aggrupation subgroups among comorbid disorders to social anxiety disorders based on total sample (n=409).

DISCUSSION
==========

Comorbidity rates (33%) of SAD were similar to previous treatment studies with adolescent samples.[@B9] Unique data revealed that three anxiety disorders (SAD, GAD and specific phobia) tend to be grouped together because of their high level of comorbidity. The data urges to mental health providers, pediatricians and school counselors to screen for GAD and specific phobia when assessing SAD in youth. In addition, major depression should be ruled-out when adolescents met criteria for GAD and other anxiety disorders (PTSD, OCD, PD) comorbid to SAD. Regarding to OCD, cases were evident when specific phobia was diagnosed, and unrelated to any other anxiety disorders, consistent with previous research.[@B10] Unlike, comorbid PD and PTSD was diagnosed exclusively when GAD was present. Comorbid AD/HD and Dysthimic Disorder were mostly related to GAD, in line with studies relationship between emotional disorders and AD/HD.[@B11] Finally, comorbid agoraphobia with or without panic disorder had a unique comorbidity with specific phobia.

Clinicians should examine mood and other anxiety symptoms (e.g,. GAD) and differentiate them from SAD, which are typically and exclusively focused on interpersonal contexts, but may sometimes appear similar in their clinical presentation and co-occur with SAD. The high level of comorbidity between SAD and other disorders may be partially explained by substantial overlap of symptomatology assessed by DSM-IV or common etiological factors (which might support transdiagnostic approaches).[@B12] Further studies should examine co-ocurrence of SAD with DSM-5 criteria for other anxiety, mood and additional mental health disorders.
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